The detection of collapsible airways, which may be a component of asthma and emphysema, has important therapeutic implications. We He appeared healthy but anxious on examination. He was afebrile with a pulse 84/min, BP of 160/90 mm Hg, and a respiratory rate of 16/min. There was a paroxysmal cough. The skin, nodes, thyroid, heart, abdomen, and extremities were unremarkable. There was a right nasal polyp. The chest wall was normal and the lung examination was significant for a prolonged expiratory phase with diffuse expiratory wheezes.
the sinuses was unremarkable except for the nasal polyp. The results from a fiberoptic laryngoscopy were normal. His pulmonary function test was performed with care to avoid prior treatment with bronchodilator or steroids.
Pulmonary Function
The spirometry (Table 1) showed a reduced forced expiratory volume in 1 s (FEV1) and forced vital capacity (FVC) (both are 60% of predicted) and yet the FEV,/FVC ratio is 70% or 104% of predicted and the specific conductance (SGaw) is 86% predicted. There is evidence of some element of reversible airflow limitation based on a significant bronchodilator response to albuterol with improvement in SGaw of 58% and in FEV, of 20% from baseline. Moreover, his lung volume decreased (Fig 1) with bronchodilator therapy (isovolume shift) with a reduction in total lung capacity (TLC) of 220 mL, functional residual capacity (FRC) of 340 mL, and residual volume (RV) of 100 mL; hence, flows at absolute volume are improved.'
In assessing airway collapse, the flow volume loops in which the volume measured at the mouth and that which is measured in the plethysmograph were superimposed (Fig 2) . When the flow difference between the two curves at any particular volume are compared, it can be appreciated that there is compression of alveolar gas that is greater than seen in normal subjects. This is also confirmed by the large discrepancy between the slow vital capacity (SVC) and FVC of 1,200 mL (Table 1) . This later finding is not explained by poor patient effort as there were significant gas compression and good test reproducibility; in addition, the American Thoracic Society end-of-test criteria were met. Lastly, evidence for collapsible airways is noted from the flow volume loops since the flow during eupnea exceeds that at forced expiration (Fig 3) airflow limitation is collapsible airways, which has been shown to be a component of asthma (probably due to inflammation) or to emphysema (due to the loss of supporting structure of the airways). The distinction of a purely collapsible airways disease from that of asthma is important because the treatment of the former may include the use of purse lip breathing or nasal positive pressure ventilation whereas in the latter, pharmacologic approaches are used.
There are a number of ways to assess collapse of airways. One method is to compare the maximal expiratory flow volume (MEFV) measured at the mouth with that by the plethysmograph. Ingram and Schilder2 compared the MEFV relationships in which the volume displaced was measured simultaneously by both a spirometer and a plethysmograph. They showed that even in normal subjects, the change in volume measured by the spirometer (AV) at most lung volumes was less than the thoracic gas volume measured by the plethysmograph (ATGV). The difference in these volumes (ATGV-AV) represents the compression of gas in the thorax. In our patient (Fig  2) , the volume remaining in the lung (%VC) was less when ATGV was measured than when AVwas measured for any given flow. More recently, Coates and coworkers3 showed that the flow rate at 50% of VC derived from the volume measured at the mouth (Vmax,50,m) was lower than the flow rate at 50% of VC derived from volume measured by the plethysmograph (Vmax,50,p) by 8% in normal subjects. In Significant alveolar gas compression results from a multitude of factors, including obstructive lung diseases, muscular effort, a greater volume of gas in the chest to be compressed, and a more compressible gas in the chest, eg, breathing helium or at high altitude. corollary then, if a body plethysmograph is used to measure flow volume relationships in a patient with t, the flow rates at any given volume are obvious severe airflow limitation and gas compresdifferent, with the Vmax,50,m underestision, the lung volumes may be significantly lower e Vmax,50,p by 86% (Fig 2) . 
